The duration of impairment of mental functioning after anaesthesia was studied in 55 patients undergoing hernia repair who were divided into three groups in which the method of induction of anaesthesia (intravenous or inhalational) and ventilation (spontaneous or controlled) was varied. Performance in a five minute serial reaction time test and subjective estimates of coordination were assessed four times a day for two complete postoperative days and were compared with those in a control group of orthopaedic patients in hospital. After considerable impairment initially, reaction times in all groups gradually returned towards control values, but in patients breathing spontaneously during anaesthesia impairment recurred during the second postoperative day.
Introduction
It is accepted that patients who submit to general anaesthesia in day case units should be cautioned against carrying out potentially dangerous activities, such as driving a car or operating complicated machinery, at least until the residual effects of their general anaesthetic have worn off. How long patients' faculties are impaired postoperatively, however, is controversial. A widely accepted view is that mental function is fully restored after a night's sleep and, therefore, that the caution not to undertake hazardous tasks should extend for about 24 hours postoperatively. Havard's recommendation' that about 48 hours be adopted has been considered unnecessary in the light of current practice or opinion.2
The suggestion that higher mental functions have returned to unimpaired levels within a few hours of surgery receives apparent support from several studies. Despite wide diversity in the use of premedication and variation in induction and maintenance agents, few reports find evidence of impaired performance for longer than eight hours. Even when relatively prolonged effects occur, patients are generally considered to be fit to drive within 24 hours.3
The difficulties in drawing firm conclusions from data provided by heterogeneous groups administered varying doses of different anaesthetic drugs were pointed out by Epstein.9 Herbert also drew attention to the fact that tests can vary widely in the sensitivity of their response to stressors.5 It is particularly important to use maximally sensitive tests when considering residual impairment that may not be clinically obvious. An additional difficulty affecting conclusions about the duration of impairment is the presumption that once performance has returned to unimpaired levels deterioration does not occur. As a result patients' abilities are not usually monitored beyond the point at which performance has returned to the baseline value. The assumption, though, may be untenable. Normal diurnal variation in performance might well result in the effects re-emerging even after the patient has apparently fully recovered.
In the present study we monitored the profile of performance after standard anaesthetic procedures for two complete postoperative days. 
Results

REACTION TIMES
A preliminary analysis of variance of the reaction times in all groups across each measurement point showed a significant group x time interaction (F = 2-48; df= 27, 547; p < 0-01). Subsequently, t tests for unrelated samples were used to determine the significance of differences in performance between the control patients and those who received anaesthesia. The level of significance was set at p = 0-05 (one tailed test). Figure 2 and Patients given standard anaesthesia, controlled ventilation Both subjective measures of coordination and objective measures of performance showed similar trends across the two days after general anaesthesia. Shortly after regaining consciousness patients showed a pronounced and expected impairment in the speed of responding to the reaction time test, a deficit that was mirrored in the subjective coordination scores.
During the two subsequent days both variables gradually returned towards control or baseline values.
The patients in whom anaesthesia was induced with halothane continued to show signs of impairment even after a night's sleep, and this performance deficit persisted until early afternoon. Thus the caution not to carry out tasks demanding quick reactions for 24 hours after general anaesthesia would appear to be acceptable, since in all groups reactions were within control values by the afternoon after operation. The reaction time slowed again, however, during the second postoperative day in the group given standard anaesthesia who breathed spontaneously and the group in whom anaesthesia was induced with halothane, and was significantly slower than that in the controls from mid-morning onwards. This re-emergence of impaired reaction times two days after operation emphasises the importance of continuing testing beyond the point where patients have apparently recovered. Without such testing results of the present study would have concurred with those of earlier reports showing that the psychomotor consequences of general anaesthesia are fairly short lived. The present data, however, suggest that it would seem wise to extend the warning not to drive to at least 48 hours postoperatively.
Such a caution, though, appears to apply to those patients breathing spontaneously during operation. Those whose breathing was assisted during anaesthesia experienced no long term effects on performance. This differential effect between controlled and spontaneous ventilation suggests that despite attempts to make the depth of anaesthesia comparable between the groups, the use of a muscle relaxant in patients whose ventilation was controlled may have resulted in those patients receiving less halothane and consequently experiencing relatively less cortical depression during surgery.
Generally, the subjective experience of uncoordination followed the pattern of an initial severe impairment and a gradual return to preoperative values. Patients whose ventilation was controlled, however, whose performance was minimally affected, continued to report subjective feelings of impairment throughout most of the two postoperative days. The group who breathed spontaneously, on the other hand, had subjectively recovered to preoperative levels by the middle of the first day after the operation, but their performance was still impaired during the second day. This divergence between subjective and objective estimates of recovery is important and suggests that patients should be advised not to rely on their own judgment of fitness to drive. It should be pointed out to them that some aspects of mental ability may remain impaired even after they feel that they have made a full recovery.
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Introduction
The development of DNA analysis for fetal diagnosis, particularly of the haemoglobinopathies,l provided the impetus to develop a simple and safe method of obtaining chorionic villous material early in pregnancy. In China blind sampling of chorionic villi for determining the sex of the fetus reportedly has a low complication rate.2 In Russia a method using flexible biopsy forceps under ultrasound guidance has also been devised for fetal diagnosis of genetic sex linked conditions, and all 13 pregnancies that were allowed to continue after the procedure had a normal outcome.3
Mid-trimester diagnosis for the haemoglobinopathies by fetal blood sampling at fetoscopy carries an appreciable risk for the fetus4 and may result in emotional and physical trauma associated with late therapeutic abortion in the 25°/ of cases in which this is indicated. A diagnostic technique for use in the first trimester would have the major advantage that termination of an affected pregnancy, when requested, could be undertaken under general anaesthesia at a safe and acceptable time for the patient.
A gene mapping method used for first trimester fetal diagnosis in three cases at risk for haemoglobinopathies has been described.5 In this paper we describe the obstetric technique and outline some of the problems encountered in early chorionic villous sampling.
Patients and methods
Initially the feasibility of obtaining chorionic villi was tested in anaesthetised patients before termination in the first trimester. In phase 1 (28 patients) either a 16 gauge Medicut cannula or a specially designed Portex cannula with one or more side holes was used, with suction provided by a 2 ml or 5 ml syringe. The siting of the cannula was monitored with linear array real time ultrasound (Toshiba SAL-20A) and samples examined in the laboratory under a dissecting microscope for the presence of villous material. In phase 2 (19 patients) the Portex cannula had an end hole and an aluminium obturator which could be curved appropriately and is visible in the ultrasound scan. A 20 ml syringe provided greater suction. The presence of villous material was confirmed histologically. In phase 3 (14 patients) successful chorionic villous sampling was confirmed in
